Methylobacterium bacteremia in AIDS  by Truant, Allan L. et al.
1 1 2  C l i n i c a l  M i c r o b i o l o g y  a n d  I n f e c t i o n ,  V o l u m e  4 N u m b e r  2, F e b r u a r y  1998  
7 .  Gilardi GL, Faur YC. Arctdo~twar iiiesophilica and an utl- 
named caxon, cliriical irolates of pink-pigmented oxidatlve 
bacteria. J Chn Microbiol 1984; 10: 616-9. 
8. Barzaga KA, Schoch PE, Cunha BA. Bacteremia due to 
C I X  Group I1 pink coccoid bacilli. Cliii Infect Dis 1993; 
16: 735-6. 
Methylobacterium bacteremia in AIDS 
Clin Miirobiol Infect 1998; 4: 11 2-1 13 
,Lfetlii'/oborteviiri~i species are rare human pathogens, 
primarily causing infection in patients with severe 
undrrlying diseace and/or in the immunocompromised 
state 11 -41, to our knowledge, only 21 cases of human 
~nethylobacterium infection have been reported in the 
world's literature. Underlying diseases reported in these 
patients include renal failure, tuberculosis, and malignant 
neoplasms of the lung and uterus [3]. Additionally, 
several methylobacterium infections have been reported 
in leukeniia patients after bone marrow transplantation 
[3] .  One case of cutaneous infection was reported in 
an  irnmuiiocompetent patient 151, and one case from a 
patient with AIDS (31. Here we describe a case of 
inethylobacterium bacteremia in a patient with AIDS. 
At Episcopal Hospital in Philadelphia, Pennsylvania, 
a 35-year-old Hispanic male with AIDS presented with 
a 5-day history ofinternlittent fever (as high as 39.4"F), 
and blurred vision. The patient had a history of HIV 
positivity and AIDS, which were documented 9 months 
prior to this admission, when he was diagnosed with 
Pneimocystix caririii pneumonia. Three weeks prior to 
admission, the patient had undergone a laparoscopic 
cholecystectoniy for cliolelithiasis. He was taking 
pentamidine, ranitidine, and alprazolani. The patient 
was employed as a custodian at the airport and reported 
fiequent occupational hand lacerations; he denied intra- 
venous drug use or homosexuality. 
On examination, he exhibited tachycardia and 
had a blood pressure of 106/70. His teniperature was 
37.6"C. Bilateral retinal hemorrhages were noted, more 
extensive on the left than on the right. There were 
right basilar rhonchi. He was anemic (hemoglobin 
12.5 g/dL, hematocrit 39%) but had a nornial peripheral 
blood white cell count (4750/nini3) and differential; 
however, the absolute CD.1 count on admission was 
6/mnl'. Initial bacterial blood cultures showed no 
growth, and urinalysis and urine culture were negative. 
A lunibar puncture was performed, and did not show 
evidence of infection. The patient was examined by an 
ophthalmologist, who noted right-sided retinitis and 
ditfuse retinal ischemia, without necrosis, vessel sheath- 
ing, or vitritis. 
The patient's temperature remained below 37.8"C 
for the first two hospital days. On the evening of the 
third hospital day, his temperature spiked to 38.4% 
and two blood cultures for niycobacteria were drawn 
from two different sites, 4 h apart (Bactec 13A mediuiii, 
Becton Dickinson, Cockeysville, MD) Growth of a 
small, coral-pigmented, Gram-variable, motile, vacuo- 
lated bacillus was obtained from both cultures by 
subculture to Sabouraud, buffered charcoal-yeast extract 
and 7H10 agars (Becton-Dickinson, Cockeysvdle, MD). 
Subcultures to sheep blood, chocolate and MacConkey 
agars were negative. However, this isolate was positive 
on rabbit blood agar with n o  heniolysis. The isolate 
grew in 10% methanol, grew a t  25" and 37 "C, but did 
not grow at  42°C. The organism was aerobic, oxidase, 
catalase and urease positive and nitrate negative, typical 
of isolates from the genus h.lethylobacteriuin [3] .  The 
isolate was identified as ,2ilrtliylobdcteriurItri~~ spp. by the 
Centers for Disease Control and Prevention (Atlanta, 
Georgia). 
We feel that the case described here was a true 
methylobacterium infection. The patient did have 
concurrent sinusitis and cytomegalovirus retinitis, and 
HIV-related fever cannot be absolutely excluded, but 
the magnitude of the fevers would argue against the 
first two possibilities, and the acute onset and eventual 
resolution of the fevers with treatment would argue 
against the last. The fact that two tets of blood cultures, 
drawn 4 h apart, from two different sites, grew the 
same organism is also strong evidence of a true 
bacteremia and probably true infection. The portal of 
entry in this patient was not certain, but his occupation 
in waste collection (during the performance of which 
he described frequent hand lacerations) suggests a 
possible source. 
:I.lethylobncteriirrn species are saprophytic, pink- 
pigmented, Gram-negative bacilli that rarely cause 
human disease [ 1-31, Most cases of human infection 
have been in patients who are inimunocomproniised 
due to severe underlying disease. or are irn- 
munosuppressed; however, one case of cutaneous 
methylobacterium infection has been reported in 
an iinmunoconipetent individual 151. The genus 
Merliylobarterium includes eight species, ~~4etlzylobucteviirrt1 
extorqcrms, .tf. fijisu uiacfts, M .  i n  csoplz ilicir m , M. or;ear i o - 
phihrriz. M.  radiotokrans, '14. rltodiriunt, rliodcsiunirrn 
and A!. zatrrzanii [a] .  The classification is based on 
morphology, biochemical characteristics, and DNA 
homology, which provided the basis for the relocation 
of some species from other genera, including 
Pseirdotnonns and Vibvio. !bfefh)~/obactprr'i~vn species in- 
clude organisnis formerly classified as: Pselrdomorlus 
n?esophili~a, Pseirdomonas fnethanolica, Vibrio extorqueris, 
Protoinonas spp., Protaniinobaiter riibra, and Mycoplasinu 
rlAbYA [2J. 
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Pink- orange, Gram-negative, glucose-non- 
fermenting rods or coccobacilli, growing on blood, 
Sabouraud, charcoal or Thayer-Martin agar, but not 
on MacConkey agar, should be subcultured at  25"C, 
30°C, and 42°C. Methylobacteria grow best at  25- 
3O"C, and do not grow at 42"C, which differentiates 
them from other pink coccoid groups. Colonies are 
small, punctate (c0.5 mm), occasionally mucoid, and 
non-hemolytic on blood agar. The Gram stain should 
be carefully examined for vacuoles, which are present 
in the methylobacteria but absent in similar pink 
coccoid organisms. A wet mount should demonstrate 
weak motility. Methylobacterium spp. are positive for 
oxidase, catalase and urease. In the reference laboratory 
setting, definitive identification can be established by 
demonstrating the ability to utilize methane, methanol 
or acetate as the sole carbon source in mineral-based 
media without growth factors; however, absence of this 
ability does not exclude Methylobacterium. 
Empirical therapy for treatment of serious methylo- 
bacterium infection consists of aminoglycosides, which 
should be instituted as soon as a presumptive identi- 
fication is made, since the slow-growing nature of 
the organisms delays (and sometimes even precludes) 
determination of antimicrobial sensitivities. Therapy 
should, of course, be appropriately modified once the 
tested sensitivities of each organism are known, since 
plasmid-based resistance has been described and it is 
highly desirable to avoid the potentially toxic side effects 
of the aminoglycosides. Ciprofloxacin and trimetho- 
prim/sulfamethoxazole are second-choice antibiotics, 
and ceftizoxime and ceftriaxone can also be considered 
good alternative drugs [6]. In cases where the risk 
of renal failure is felt to be excessive, or where the 
suspected infection is deemed mild enough to allow 
less than maximal empirical therapy in the interests of 
avoiding side effects, suggested antibiotics are piper- 
acillin, trimethoprim/sulfamethoxazole or tetracycline. 
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Kluyveva, a relatively recently described genus, included 
in the Enterobacteriaceae and previously known as 
Enteric Group 8, comprises a group of motile Gram- 
negative rods, methyl red positive and not producing 
acetoin, which are distinguished from other related 
genera by their ability to utilize citrate and malonate, 
decarboxylate ornithine in Moeller medium and 
produce large quantities of a-ketoglutaric acid during 
the fermentation of glucose [l]. These microorganisms 
may be found in food products of animal origin, soil, 
floors, sewage and hospital environments. The most 
common site for isolation in humans is the respiratory 
tract, although they have also been isolated from urine, 
feces, soft tissue and blood. A pathogenic role for the 
genus has not, however, been clearly established and it 
is considered as an opportunist pathogen, uncommon 
in human infections and almost always associated with 
inmunologic impairment [2]. 
We describe a case of cholecystitis and bacteremia 
caused by Kluyvera ascorbata in a patient with a prior 
diagnosis of liver cirrhosis. The patient, a 23 year-old 
male, was admitted to hospital with a temperature of 
39"C, abdominal pain, nausea and vomiting. He had 
previously been diagnosed as suffering from liver 
cirrhosis secondary to chronic hepatitis B infection, 
with severe cellular damage. Abdominal ultrasound 
